**Dear editor**

Internal mammary lymph node (IMLN) metastasis has a similar prognostic importance as axillary lymph nodal involvement in breast cancer patients.[@b1-ott-8-2873] Patients with both axillary- and internal mammary-positive nodes have a very poor prognosis.[@b2-ott-8-2873] Reliable data for internal mammary nodal metastases are reported to be present in 18%--33% (mean 23.4%) of patients who have not been treated with neoadjuvant chemotherapy (NAC) mostly concomitant with axillary metastases, and metastases exclusively situated in the internal mammary chain occur in 2%--11% of patients,[@b3-ott-8-2873] but limited data are available in the context of NAC.

Current imaging techniques, such as positron emission tomography/computed tomography, ultrasound, and magnetic resonance imaging, could usually detect metastases lesions larger than 5 mm.[@b1-ott-8-2873] Zhang et al reported that of a total of 112 (n=809; 13.8%) patients considered to have IMLN-positive diseases (the median size of the enlarged IMLN was 1.3 cm \[range: 0.5--3.0 cm\]) on the basis of imaging reports, only ten patients underwent ultrasound-guided fine-needle aspiration to obtain pathologic confirmation and all of the sampled lymph nodes were confirmed to contain malignant cells before receiving chemotherapy. Patients with positive IMLN before NAC received adjuvant radiation to the breast or the chest wall and the regional lymphatics including the IMLN chain with a median dose of 60 Gy if the IMLNs normalized after chemotherapy and 66 Gy if they did not.[@b4-ott-8-2873] However, some patients with positive IMLN could not be detected by imaging techniques and fine-needle aspiration could not be performed for all suspicious positive IMLNs under ultrasonographic guidance. High-risk did not mean IMLN metastases, and low-risk did not mean IMLN negative.[@b1-ott-8-2873] Hence, we recommend internal mammary sentinel lymph node biopsy (IM-SLNB) as a minimally invasive technique for the efficient evaluation of the status of internal mammary sentinel lymph node (IM-SLN) to obtain complete nodal staging and guide adjuvant radiotherapy.

Sixty female patients who had histologically proven clinical stage T1 through T4, N0 through N3, M0 primary invasive breast cancer treated at the Breast Cancer Center in Shandong Cancer Hospital and Institute between 2012 and 2014 were enrolled in the study. Anthracycline- and taxane-based regimens were done. An amount of 18.5--37 MBq of ^99m^Tc-labeled sulfur colloid in 1.0--1.2 mL volume was injected intraparenchymally at the 6 and 12 o'clock positions 2--3 cm away from the nipple under ultrasonographic guidance 3--18 hours before surgery in all patients. Subsequently, lymphoscintigraphy was performed 0.5--1.0 hours before surgery. IM-SLNB was performed on all patients with IM-SLN detected by preoperative lymphoscintigraphy or intraoperative gamma-probe. The IM-SLNB was performed from the sternal border in a lateral direction for 3--4 cm, and the pectoral major and minor muscle fibers were separated to expose the posterior intercostal space. The external and internal intercostal muscles were divided transversally from the sternal border. In this procedure, particular care must be taken to avoid injury to the inferior parietal pleura and internal mammary vessels. The visualization rate of IM-SLNB was 63.3% (38/60). The median age of the 38 patients was 50 years (range: 32--68 years). The success rate of IM-SLNB was 97.4% (37/38). The median number of IM-SLNs was 2 (total 60, range: 1--4). The site of IM-SLNs concentrated in the second (44.7%, 17/38) and third (55.3%, 21/38) inter-costal space. The median time consuming was 10 minutes (range: 5--30 minutes). The IM-SLN-positive rate was 8.1% (3/37), and all of them combined with positive axillary lymph nodes. Only two patients had intraoperative surgical complications. One had an injury to pleura and another had an injury to the internal mammary artery. They were repaired intraoperatively with no pneumothorax on postoperative chest radiography and postoperative bleeding.

It is necessary to perform IM-SLNB after NAC to ascertain the nodal staging and pathological status as there were still 8.1% of patients with IM-SLNs metastases after NAC. The visualization and success rates of IM-SLNB are acceptable. The 2015 National Comprehensive Cancer Network Breast Cancer Clinical Practice Guidelines[@b5-ott-8-2873] recommended that internal mammary radiotherapy should be performed on those patients with clinically and pathologically involved IMLN. IM-SLNB could help to make clear the pathological status and provide an accurate indication of radiation to the internal mammary area in case of under-stage and under-/over-treatment.
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